that influence or mediate the outcome. However, local circumstances do seem to matter. While Hellgren (2015: 237) concludes that different welfare state regimes produce a similar 'migrant precariat ', Salami et al. (2017 ', Salami et al. ( : 1677 argue that 'countries have different policies that affect the circumstances of live-in caregivers or domestic workers'.
In this paper, we unravel precariousness by identifying factors that shape the outcomes of LIMC work in the Netherlands. Following recent work by Broese van Groenou, Jacobs, Zwart-Olde, and Deeg (2016) and Jacobs, Broese van Groenou, Aartsen, and Deeg (2016) , we look at the composition of care networks, including both formal and informal caregivers. Our central research question is: Who is involved in the care of clients receiving LIMC and how do interactions in the care network shape LIMC workers' experience of precariousness?
More specifically, we focus on the involvement of, and interactions between, intermediary organisations, LIMC workers, care recipients' family members, and 'traditional' formal caregivers. This paper aims to provide a better understanding of the precariousness of LIMC work and to incorporate LIMC work in the study of care networks.
| BACKG ROU N D

| The precariousness of live-in migrant care work
Migrant care is dominantly described as precarious work. In a broader context, Kalleberg (2009: 2) defines precarious work as 'employment that is uncertain, unpredictable, and risky from the point of view of the worker'. LIMC work is precarious on the labour market level and the household level. First, the labour market position is poor because of low salaries and limited social rights and protection (Lutz, 2008) .
Comparing the position of LIMC workers in Sweden and Spain, Hellgren (2015: 223) concludes that, '[d] espite their very different policy trajectories (often undocumented), female migrant workers similarly occupy precarious positions in the respective labour markets'. However, other authors argued that differences exist in governmental and organisational policies, which limit cross-country generalisation (cf. Da Roit & Weicht, 2013; Leiber & Rossow, 2019; Salami et al., 2017) . Second, on the household level, boundaries between work and leisure and between professional and personal relationships are often unclear, which can lead to tough emotional conditions and the risk of exploitation. Close informal relations between LIMC workers and care recipients often occur with an unequal distribution of power. Dealing with this demands a high level of 'emotional labour' (Bauer & Österle, 2013) . Salami et al. (2017 Salami et al. ( : 1676 argue that treating the migrant as part of the family might offer support, but it can also be a strategy family members use 'to more easily manage or exploit' migrant caregivers. Ayalon (2010) showed that living with a migrant caregiver could also lead to precariousness among care recipients, as there is no control of the quality of care, and physical or financial abuse of care recipients can remain unnoticed. Salami et al. (2017 Salami et al. ( : 1676 conclude that future research 'should examine the underlying conditions' of precariousness on the household level. This paper focuses on LIMC work in a relatively highly regulated welfare state (more information on the Dutch case is provided at the end of this section). Following Salami et al.'s recommendation, our study looks at underlying factors that influence the experience of precariousness in households. Our care network approach helps explain why some LIMC workers within the Dutch context experience precariousness, whereas others do not.
| A care network perspective
A care network perspective focuses on a collection of individuals who provide care for someone on a regular basis Tonkens, 2012) , not just the dyadic relationship between LIMC workers and recipients. According to Broese van , about a quarter of Dutch community-dwelling, older care recipients are looked after by a mix of formal and informal caregivers. The authors expect that mixed care networks will gain importance in the near future due to cutbacks in professional home care and policies that promote informal care provision. Mixed care networks differ in composition and function . The various types of caregivers involved may complement each other, but disagreement about important decisions may create tension (Carpentier & Ducharme, 2003) .
While there is little knowledge about mixed care networks in general , in the case of LIMC work, there is altogether no care network perspective. Some attention is given to care chains, but this literature focuses on transnational networks (Isaksen, 2012; Yeates, 2012) . When studying actual care delivery in the receiving country, the focus is often only on the dyad relationship between care recipient and migrant caregiver, or on a triad including the care recipients' children, mainly in their role as employer (Salami et al., 2017) .
We argue that the composition and functioning of mixed networks for LIMC recipients is crucial in shaping the precariousness for LIMC workers. Although our findings include insights into the situation of care recipients, our empirical data focuses on caregivers.
| The Dutch case
Our study of how care networks shape LIMC workers' experience of precariousness is situated in the Netherlands. The emergence of What is known about this topic • Due to changes in national healthcare systems, live-in migrant care work is increasing in many welfare states.
• The position of caregivers and care recipients is often precarious in this service.
What this paper adds
• Live-in migrant care workers belong to care networks, alongside intermediary organisations, informal caregivers and traditional formal care services.
• Precariousness is not self-evident, but one of many potential outcomes of the interplay between various actors in the broader care network.
a Dutch LIMC market is remarkable, as Dutch public long-term care (LTC) policies are traditionally among the most generous, inclusive and expensive in the world (Da Roit & van Bochove, 2017) . In recent years, Dutch LTC funding and provision has changed. Access to residential care is now restricted and household help is no longer an individual right (Da Roit & van Bochove, 2017; van den Broek, Dykstra, & van der Veen, 2017) . The Dutch government expects people needing care and support to first mobilise informal networks, before turning to publicly funded services (van Bochove, Tonkens, Verplanke, & Roggeveen, 2018) . Government policies encourage ageing in place (van Dijk, Cramm, & Nieboer, 2013) . However, informal or professional home care is not always enough for people needing almost constant assistance (Davies & Mans, 2015 
| ME THODS
| Research design
To obtain a closer understanding of the role of care networks in shaping LIMC workers' experience of precariousness, we conducted a qualitative study. Interviews with open-ended questions allowed us to gain insight into the respondents' experiences, beliefs and actions. By including multiple perspectives, we tried to develop a holistic view (Creswell, 2009 ). Following an adaptive theory approach, the aim of this study was not generating a new theory from scratch, but building on existing theories (Layder, 1998) . During the data collection and analysis, we used sensitising concepts, but also remained open to unexpected findings. Below, we further explain different aspects of our research design.
| Sample
Dutch LIMC organisations are private organisations that promote themselves online as agencies that offer '(foreign) live-in caregivers' (in Dutch: [buitenlandse] inwonende zorgverleners) or 'care au pairs' (zorg au pairs). They serve clients across the Netherlands, and sometimes Belgium. In the exploratory research by Da Roit and van Bochove (2017), eight LIMC organisations were identified, five of which participated in their study. The five organisations were contacted again for this follow-up study, as well as an additional one that was identified by other organisations as an important player in the field. We invited the managers to be interviewed on the current state of affairs and asked them to provide access to other actors, particularly migrant caregivers.
Four managers were willing to be interviewed: three managers of the organisations that also participated in the earlier study, and one manager of the additional organisation that was contacted. Two managers (organisation A and B) allowed us to interview LIMC workers.
Organisation A selected six LIMC workers representing different age categories and levels of experience. Through snowball sampling, we selected a seventh worker. Organisation B circulated our invitation to participate, which led to two more respondents. The remaining managers said that participation of LIMC workers was too hard to organise and they needed to protect their workers from public attention. No managers permitted interviews with care recipients, usually because the recipients' medical condition made talking difficult and the managers did not want to bother them. Because of privacy restrictions, conducting observations of clients was not allowed either. The Discussion section describes the limitations of the selection procedure in more detail.
In total, 20 respondents were interviewed: four managers and three care coordinators of LIMC organisations; nine LIMC workers; three relatives of care recipients; and one district nurse. The respondent codes are based on the type of respondent (Manager = M, Care coordinator = CC, etc.) and the organisation through which they were recruited (Organisation A, B, C, D; Table 1 ).
All migrant caregivers were women aged between 26 and 51 who came from Hungary or Romania. The country of origin was representative for organisations A and B, but not for C and D, which mainly work with Slovakians. Of the LIMC workers interviewed, some are paired in teams, rotating every two weeks (one staying with the recipient, the other returning to the home country). Others work alone and stayed in the Netherlands for longer periods. were conducted in Dutch; two in English. In one case, a Hungarian-Dutch interpreter translated the questions and answers. The remaining interviews were done in Dutch, either in person or on the telephone.
| Interviews
The interviews were semi-structured, using a topic list with broad topic areas related to precariousness and care networks (including the relationship with the client and their relatives, collaboration with other caregivers, working conditions, well-being and social support). We allowed respondents to touch upon other themes relevant to them so that new insights could arise (cf. van Dijk et al., 2013) . Interviews took between 45 min and 2 hr. All interviews were tape recorded and transcribed verbatim. To avoid losing nuance, we did not translate the transcriptions until the reporting stage. The first author translated the quotes. The second author checked the translations, and later these were reviewed by a professional language editor and NL-EN translator.
| Analysis and reporting
Data were analysed using a preliminary conceptual framework, combining deductive and inductive reasoning (Wilson & Chaddha, 2009 ).
Initial coding was guided by the sensitising concepts of precariousness and care networks, focusing on different expressions of precariousness, strategies to deal with precariousness, the composition of care networks, and collaboration and tensions between actors in care networks. These codes were then categorised in secondary themes emerging from the data, such as clients' conditions, intermediary organisations' risk management strategies, and LIMC workers' soft skills. In presenting our results, we organised the findings in terms of actors involved and the influence they have on shaping LIMC workers' experience of precariousness.
We emailed a report of the analysis (van Bochove, zur
Kleinsmiede, & Ashu, 2017) to the organisations. Some managers thanked us for sharing the report, but none responded to the content. We also discussed the findings with an inspector of the Dutch
Health & Youth Inspectorate, which yielded insights on how regulators perceive this type of service. We briefly refer to these insights in the Findings section. This article is based on the Dutch report, but since the report was mainly descriptive, for the purposes of academic publication we revisited the data and coding and used additional literature to interpret our findings.
| Ethical considerations
Before the interview started, the aim of the study was explained and verbal informed consent was obtained to collaborate in the study and to start recording. We promised anonymity to all our respondents; therefore, we use codes and pseudonyms to protect their identity. Particularly when contacting LIMC workers, we emphasised that their participation was voluntary and we assured them that their responses would remain confidential. It wasn't nice, really not nice.
| RE SULTS
(LIMC1-A)
Another respondent was pleased with the space she now has:
They [care recipient and his wife] don't use upstairs anymore. I have my own TV room there, and a bathroom. I also have the big room, that's the art room.
It's like the office, but with paint and pencils and everything, so I can go there and paint whenever I like.
(LIMC1-B)
In these two cases, health and housing conditions coincide: a client with high functional needs in a small house in the first, and a relatively healthy client in a large house in the second. The other respondents reported situations somewhere in between these extremes.
A third important client characteristic is the intensity of social contact, which can moderate the medical and housing conditions, as regular visits by clients' relatives, friends and neighbours offer LIMC workers distraction from work and reduce feelings of social isolation.
When such contact is absent and client and LIMC worker spend almost all their time together, it can become emotionally burdensome for the worker (cf. Bauer & Österle, 2013) . In such situations, the precarious positions of care recipients and caregivers reinforce one another, which can lead to a 'chain of precariousness' (Hellgren, 2015) .
| Intermediary organisations: preventing and monitoring risks
As earlier research indicates, intermediary organisations do more than match supply and demand (Da Roit & van Bochove, 2017; Elrick & Lewandowska, 2008) . We found that organisations try to avoid or soften the risky aspects of LIMC work in three ways: selecting low-risk clients and caregivers, strategic matchmaking and monitoring care.
Managers of intermediary organisations described the profiles of risky care recipients and caregivers. Risky recipients have no social safety net and the 'wrong' motives. Potential clients should be able to guarantee that the LIMC worker can take time off. Having relatives, friends or neighbours in the care network makes this more likely. One organisation explicitly rejects clients without an informal support network.
This man, paralysed in a car accident, had no children or anyone. He was the client and at the same time our main contact. We wouldn't serve this kind of client.
(M-B)
As a consequence, LIMC services, at least on paper, are not available for isolated older people with substantial care needs, which limits the claim that these services provide an alternative to residential care (Da Roit & van Bochove, 2017) .
Several managers said they pay attention to the reasons why potential clients hire an LIMC worker. Clients who 'find the looks more important than the experience' (M-D) or who have no real care need but say that they are 'feeling so lonely' (M-B) are suspicious and usually rejected. Of course, this does not guarantee that the motives of accepted clients are always apt, and even if they are, their medical conditions can also make them cross certain behavioural boundaries, as several managers indicated.
According to the managers, risky LIMC workers have no prior experience of living abroad and have young children. In these cases, the 'emotional labour' LIMC workers would have to perform to deal with homesickness is deemed too demanding (cf. Bauer & Österle, 2013 Matchmaking is an important next stage in the process.
Organisations try to find an LIMC worker who matches the client's needs, and arrange Skype meetings between the LIMC worker and the client and their family members. The goal is to see if 'they click with one another' (M-A; M-B). Particularly in the first months after matchmaking, the organisation evaluates whether the involved parties are satisfied. This is not always easy to predict. Various LIMC managers and coordinators said that ultimately it has not to do with the clients' medical situation or the skills of the LIMC worker, but whether they match on a personal level. For instance an LIMC worker with a gentle/warm character could suit one care recipient, but another might prefer someone with a more rational/distant personality.
A final important task of intermediary organisations is monitoring the care process. Some organisations have fixed evaluation moments, whereas others evaluate when the LIMC worker or other actors in the network indicate that conditions have changed or the workload has become a burden. One manager (M-C) said: 'Each time,
we check whether the client is still getting enough care'. If not, other solutions-such as a nursing home-are discussed.
| Live-in migrant care workers: the importance of soft skills and social support
Almost all LIMC workers point to personality traits that are important in coping with their work. Some describe caring for others as a calling rather than a job (LIMC2, 5-A; LIMC1-B LIMC1-B) . While Salami et al. (2017 Salami et al. ( : 1676 mention the risks of being treated 'like one of the family'-it makes it easier to exploit LIMC workers-the workers we interviewed usually found familial-like bonds soothing rather than burdensome.
Regarding the additional social support LIMC workers receive, we saw a difference between the two types of workers mentioned earlier: ones staying in the Netherlands for longer periods, looking after a client on their own, and those working in pairs who replace each other every two weeks, travelling back and forth between the Netherlands and their home country. LIMC workers who stay in the Netherlands for longer periods often build up a non-client-related social network and, for instance go out with friends. One (LIMC2-B they told her to 'make the right decision for your own family, not ours'
In most of the cases we encountered, clients received help from informal caregivers. One LIMC worker said her client's son 'is like a brother' to her and he takes over caring for his father 1.5 days a week (LIMC2-B). In some cases, however, relatives are not present that often. Some respondents gave examples of children who promised to help, but ultimately did not (LIMC1, 3, 4-A). According to a district nurse, this is because relatives think 'the girl is there anyway' (DN).
The experience of 39-year-old 'Barbara' (pseudonym for respondent LIMC1-A) shows the variation in relatives' involvement. Barbara currently lives with a 94-year-old woman who has six children. Two children regularly do administrative tasks but the others rarely visit their mother. The client does not need constant attention, but Barbara cannot leave the house. Her previous experiences demonstrate the extremes. On the positive pole is the helpful daughter of a previous client who joined her mother and Barbara in outdoor activities and was 'always asking how she could help'. After this client passed away, Barbara remained friends with the daughter. On the negative pole are relatives of another client who caused more work rather than alleviating it. The client's parents were in need of care themselves and Barbara often had to look after that client's young child as well.
The dad wanted a beer every day at 4 pm. I always had to check if his glass was empty and if so, refill it. If I didn't [notice in time], he immediately corrected me:
'You didn't see it!' And I always had to bring the dad to the doctor or hospital.
(LIMC1-A)
This case resembles the kind of LIMC worker exploitation that is frequently reported in the literature (Salami et al., 2017) . Barbara eventually quit working for this client, because she 'only got one salary' for taking care of the whole family. The LIMC organisation arranged another client for her.
The findings presented here show that care recipients' relatives have a big impact on LIMC workers' experience, but the impact is not self-evidently positive or negative.
| Traditional formal caregivers: complementing migrant and family care
The final group of actors present in many (but not all) client care net- However, as Carpentier and Ducharme (2003) pointed out, in heterogeneous care networks, miscommunication between different caregivers easily arises. One LIMC worker (LIMC3-A) complained that the case manager who orders medication for her client comes to visit once a month, but is hard to contact by email or telephone.
The inspector of the Dutch Health & Youth Inspectorate we spoke with said that the opposite-LIMC workers (or the organisations that employ them) failing to keep in touch with regular formal caregivers-also occurs and can lead to risky situations. According to the inspector, LIMC organisations generally want the best for their clients, but they do not always acknowledge in time that clients need more help than LIMC workers can offer.
| D ISCUSS I ON AND CON CLUS I ON
| Precariousness: not a self-evident outcome
LIMC work is dominantly described as precarious work (Hellgren, 2015; Salami et al., 2017) . But as Antonucci (2018: 888) 
| Limitations
Our study has some limitations. First, because of privacy issues, Rather than trying to ban this type of service, as some politicians and researchers advocate, we recommend regulating the practice effectively. The changing LTC landscape in many welfare states demands innovative solutions. Organisations that offer LIMC services can be seen as healthcare 'rebels' who want to offer good quality care by doing things differently (Bal, Weggelaar-Jansen, & Wallenburg, 2017) . We should acknowledge the potential risks of LIMC work, but our findings suggest that managing the care networks to which LIMC workers belong makes it possible to mitigate the associated precariousness. In line with the recommendations of Leiber and Rossow (2019) , we argue that this should not depend on intermediary organisations' risk management and self-regulation alone, but also on other national and supranational actors in the governance of cross-border care arrangements.
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